The short stay (observation) ward of the accident and emergency (A&E) department of our hospital was closed as the result of a management decision in 1993, in order to reduce costs. Patients requiring observation were subsequently admitted to the medical or surgical wards under the care of general physicians or surgeons. To assess the efficiency of the previous observation ward, the promptness of assessment, the relevance and number of observations and investigations, and the length of stay of patients who had been admitted were compared with the experience of similar patients who were admitted to the general wards.
The short stay (observation) ward of the accident and emergency (A&E) department of our hospital was closed as the result of a management decision in 1993, in order to reduce costs. Patients requiring observation were subsequently admitted to the medical or surgical wards under the care of general physicians or surgeons. To assess the efficiency of the previous observation ward, the promptness of assessment, the relevance and number of observations and investigations, and the length of stay of patients who had been admitted were compared with the experience of similar patients who were admitted to the general wards. 
Methods
The records of 107 patients admitted to the A&E emergency observation ward before the date of closure on 9 April 1993 were studied retrospectively to 28 January 1993 and compared with those of 107 similar patients admitted for observation to either medical or surgical wards from 9 April 1993 to 14 June 1993. The rate of admission of observation patients before 9 April 1993 was 2-21 patients per day and after that date 2-34 patients per day.
Normally the decision to admit a patient for observation is made by the A&E doctor (senior house officer, registrar, associate specialist, or consultant). The same medical staff were in the department over the whole period of study and identified observation patients in the same way throughout. Observation patients would not normally be considered to require more than 48 hours in hospital. After that time the patient would usually be discharged from hospital or transferred to another ward for more intensive treatment.
After the closure of the A&E observation ward patients were admitted to medical or surgical wards under the care of general physicians or surgeons rather than the accident and emergency medical staff. The fact that they were considered to be "observation" patients was recorded on the A&E department patient record at the time of admission by the A&E medical staff. Patients admitted to the original observation ward could be categorised as medical or surgical patients, and their management compared with that of the observation patients admitted to medical and surgical wards. Patients were classified as medical or surgical according to the most significant reason for admission. Medical reasons for observation included chest pain, self poisoning, epilepsy, and social or psychiatric problems; surgical reasons included abdominal pain, head injury, minor trauma, and minor sepsis.
From the hospital records of both the observation ward and the general wards, the time lapse from admission to first examination by a senior doctor (registrar or more senior) was recorded, and the dates of admission and discharge. While they were in the observation ward some patients were diagnosed as having more serious conditions requiring transfer to regular inpatient facilities (for example, a patient admitted for observation with chest pain and later diagnosed as having a myocardial infarction): for these patients the date of transfer to the regular inpatient ward was taken to define the length of stay as an observation ward patient. Similarly, for "observation" patients admitted directly to medical or surgical wards after the closure of the observation ward, the date of diagnosis of a more serious condition requiring prolonged stay in hospital was taken to be the end of the stay as an observation patient.
Patients admitted to the observation ward or to the general wards for observation may have special investigations carried out, in addition to investigations already performed in the A&E department. Some patients have no investigations performed other than those done in the A&E department and some patients have no investigations carried out at any time. The number of these investigations (laboratory, radiological, or other) was recorded by one of us (DSMH) for each patient from the A&E department and the hospital inpatient records. this subject since then,5-8 some provoking considerable correspondence confirming the need for observation wards.9"-One recent study on patients with minor head injuries states that access to observation beds is more influential to management than the clinical findings, in spite of the existence of specialist guidelines.'2 The British Association for Accident and Emergency Medicine has advised since 1989 that a short stay ward is an essential part of every A&E department, and recommends one bed for every 5000 new attenders. 13 An observation ward is a short stay ward, generally part of the A&E department. Its main function is to provide facilities for serial observations in well regulated surroundings. The essential qualification for admission is that the patient should not be considered to have a condition requiring intensive medical or major surgical treatment. The main groups of patients considered suitable for admission are those in whom the diagnosis is uncertain but may be clarified within 48 hours, patients with self limiting disease requiring short term observation, patients whose presenting symptoms may indicate serious illness, and patients requiring short term admission for social or psychiatric reasons. The operation of such a ward is generally safer if it is possible to admit borderline cases -this avoids discharging a patient from the A&E department if there is doubt about the development of serious illness. 14 Doctors working in accident and emergency medicine develop a certain expertise in dealing with these patients, and as the ward is part of the A&E department the medical staff are never far away and twice daily ward rounds are usual.
The A&E department must have good rapport with other departments. Laboratory results can be obtained by telephone, and x rays and ultrasound examinations should usually be obtained within hours of admission, whereas similar investigations can take days to arrange in the general wards. As the A&E department is at the interface between the hospital and the general public, its doctors are more accustomed to dealing with the whole family and the home circumstances. Social problems and situational crises can often be sorted out more rapidly in a specialised observation ward, and close liaison with social and psychiatric services is essential.
In this study 99%/ of patients in our observation ward were either discharged home or transferred for further treatment to another hospital ward within two days of admission, compared with only 77% of patients admitted for "observation" to the general wards. This suggests the ability to assess patients more rapidly in the observation ward and to obtain the results of investigations without delay.
The number of investigations was considerably different in the two groups of patients: an average of 1-3 per patient in the observation ward and 3 3 in the general wards. This difference is in part due to a different understanding of minimum investigations required; nearly all patients admitted to the general wards had haematological indices requested, and nearly all were normal. A great many more investigations were undertaken on patients admitted to the medical ward, often repeating on the same day tests that had already been performed in the A&E department.
Observation wards have a rapid patient turnover, a high bed occupancy, and often a higher percentage of disturbed or difficult patients than is normally found in medical or surgical wards. The nursing staff are experienced in dealing with these problems and in taking time to communicate with these patients. Nursing input is high in such a ward and much depends on serial observations. '4 Admitting "observation" patients into general wards is an inefficient use of hospital beds. These wards are less used to the rapid throughput of patients; their doctors, dealing with busy outpatient clinics or major operating lists, are not as accessible for the rapid daily management of observation-type patients. Now that hospital beds are being reduced it seems unwise to block scarce medical and surgical beds with observation patients, who may be more rapidly and therefore more costeffectively dealt with in a specific short stay ward attached to the A&E department.
